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I.

Introduction

There are about as many ways to define health as there are to measure them.

There are multiple pieces that fit together to define an overall picture of good health,
such as the absence of physical pain, illness or disability and ability to function in

society or the outcome of certain indicators such as infant mortality or low birth

weight babies.

The level of analysis may be individual, community, county, state,

regional or country.

The focus may be subjective (e.g., how do you feel today?) or

objective (e.g., have you been diagnosed with Diabetes Mellitus type II?).

Typical

measures include morbidity (incidence or prevalence of disease) and mortality

(number of deaths due to specific disease/condition). Many assessments also include
socio-economic indicators as well as demographics to highlight disparities among
different groups. Collectively, health status, socio-economics and demographics may

help facilitate greater understanding of the overall wellbeing of a population. This
project draws upon morbidity and demographic data to provide a distinctly objective
view of disparity.

When comparisons are drawn between states for many key health indicators,
th
Connecticut measures up rather well. For instance, Connecticut ranks 47 of 51

states/territories in the low number of teen births, 41 st of 51 states/territories for low

rates of cancer deaths and 49t of 51 states/territories for overall death rate on the

Kaiser Family Foundation website 1. In the Health, United States, 2004 publication of

the National Center for Health Statistics, Centers for Disease Control and Prevention,
Connecticut again has rates much lower than the national average for many key
indicators, including infant mortality and low birth weight babies

z.

This is good news

for the State of Connecticut as a whole but hides the reality that exists for many of the

people living in our state. Because of the wide spread disparities that exist between
communities in Connecticut, it is vital to examine key health and demographic

indicators on a town or city level to uncover the exceptions of the statewide data and

gain a more complete understanding of the issues that are present.
This project began as a statewide health and socio-demographic assessment on

the town level. It became evident very quickly in the analysis that when you have
seen one town in Connecticut, you have generally seen all of the towns in Connecticut.

Although health disparities, demographics and socio-economic status can widely vary
from one town to the next, even among those that are contiguous, these differences are
not statistically significantly in the majority of towns. In other words, although they

vary, they do not vary beyond what is expected.

There are, however, seven

communities that do not follow this trend" Bridgeport, Hartford, New Britain, New

Haven, New London, Waterbury and Windham. Of these cities, Bridgeport, Hartford
and New Haven stand out among the outliers. Although not necessarily unexpected

based on historical trends, the level of disparity is noteworthy. These communities
consistently exhibit significantly higher rates of births to teenage mothers, late or no

prenatal care, sexually transmitted diseases, and impoverished and uninsured residents
than the rest of the state.

The socio-demographic and health disparity divide between the "haves" and
the "have-nots" is much greater than the geographical distance between any of the
communities in Connecticut. The health and socio-economic disparities appear in a

cyclical pattem that has yet to .be broken and will continue until the right intervention

is targeted at the right group. The purpose of this thesis is to examine health-related

and socio-economic indicators in these seven communities to gain a clearer picture of

the health of the state and predict the future implications of these disparities.
This project is not intended to ask or answer important questions such as why

these differences exist and how they affect quality of life, if the resources being
dedicated to the health and wellbeing of Connecticut residents are going to the right

locales for the right foci and how improvements can be made to increase quality of

life, but will hopefully begin discussions directed at addressing some of the findings.
a.

Statement of Problem
There is no up-to-date statewide health assessment on the town level available

to inform policy and resource allocation for the State of Connecticut or many of the

private and public not-for-profit organizations that address the needs of the
underserved populations.

There are numerous indicators available from various

agencies, such as health outcome and disease incidence data from the Connecticut

Department of Public Health, employment data from the state Department of Labor,
and population demographics from the United States Census Bureau, but there is no

comprehensive assessment that links these important data points together to examine
the broader wellbeing of Connecticut on a community by community basis. The high
level analysis on the state level glosses over many of the glaring pockets of disparities

that exist in our towns and cities. The impact of the disparities is long term and only

helps to perpetuate the burden on the communities.

This project was undertaken to give voice to the inequities that

exist,

on a

community level and offer a resource by which strategic plans and resource allocation
discussions and processes can be guided.

bo

Organization of Thesis

The presentation of this project will begin with a review of the literature of
other similar Connecticut based projects as well as other important work that has been
undertaken to measure the impact of disparity in the health indicators that are included
in the scope of this project. This will be followed by an in-depth discussion of

methodology and results, with a complete listing of all of the indicators studied, the
sources and timeframes of the data collected and the procedure that was used to

identify outliers. In addition, barriers encountered in this process that helped to shape

the outcome will be detailed.
The Findings section will provide a thorough summary of the data and will
detail the disparity in each of the seven communities by indicator followed by
discussion of the significance of the findings and the anticipated long term impact on

the communities that consistently exhibit disproportionate rates of poor health

outcomes, disease and socio-economic distress. Lastly, all of the pieces will be linked

and the main points will be summarized in the Conclusion section. A copy of the data

upon which this work has been based will be attached in the Appendices.

II.

Literature Review and Methodology

a.

Literature Review

A two-pronged literature review was conducted to support the work of this
paper. The first layer examines current health assessments of Connecticut on the

community level. The second layer looks at the validity of the indicators used to
define the health and wellbeing of the communities examined as part of this work and
it lays the foundation for understanding the future implications of the disparities
identified.

The State of Connecticut has not conducted a statewide assessment of health
since 1986. Health, Connecticut

Looking Ahead, Planning Ahead was published

by the Connecticut Department of Public Health with the intent of informing policy
makers and the public on the health of Connecticut’s residents3. In addition, this report
discussed health delivery systems present at the time of publication, identified chronic

and emerging needs of the public and outlined the fiscal implications of the issues

facing the State. A follow-up report entitled Lookdng Toward 2000- An Assessment

of Health Status and Health Services, was published in 19984. This report offers an indepth analysis of 130 objectives that focus on health status, risk reduction and services
and protection. The objectives used in this report are related to the Healthy People
2000 Initiative. With the exception of Age Adjusted Mortality Rates, Matemal and

Infam Health and selected cancer rates, none of the data is reported on the town level.
Of the data that is available on the town level, the actual rate is not provided, only the
ranking based on three levels- top third, middle third or bottom third. Rates were not
calculated for towns with a low number of events, such as those towns with less than
25 deaths, fewer than 5 low birth weight babies born and so on.

The Connecticut Association of Directors of Health, Inc. (CADH) is in the

beginning stages of a project designed to explore "reality that health is an end-product
of many social, political and economic forces that can creme adverse conditions

leading to illness objectively monitor the health inequities framed in the larger social
and political contexts in which they exist and are

sustainedS.

The Health Equity

Index that is being proposed by CADH will satisfy many objectives. It will provide a

snapshot of the social and economic conditions within individual neighborhoods as
measured by inequities of health, illuminate the priority health issues, provide voice to
the issues within each community, serve as a guide for policy and resource allocation,

provide suggested interventions and corrective actions and lastly, serve as a tool to
monitor progress toward eliminating health inequities.

CADH is currently developing a standardized assessment tool for use in
measuring the Health Equity Index. Once the tool has been completed, CADH will

pursue additional funding to support the pilot test phase in a number of towns and
cities.

The following indicators were included in this project as they help to define the

health and wellbeing of the residents of Connecticut. In addition, significant studies
have been conducted on these measures and this work provides a foundation on which
to explore future implications of poor outcomes.

Late or No Prenatal Care: According to the National Institute of Child
Health and Human Development, the prenatal visit is an opportune time for providers
to offer guidance to the patient on issues such as nutrition, exercise, immunizations,

risk-taking behaviors and general healthy behavior that promotes a healthy pregnancy.

A study conducted by Ahiono, et al. found that appropriate use of prenatal care
reduced the incidence of pre-term births and low birthweight babies6. Another study

indicated that the lack of adequate prenatal care has been associated with poor
outcomes for both the mother and child 7.

A recent study conducted by the National Public Health and Hospital Institute 8
found that more than 30% of women with late or no prenatal care delivered pre-term
babies, with over 10% of that group delivering very pre-term (more than 8 weeks

early). Furthermore, nearly 25% of the babies born to mothers in this study weighed
less than 2500 grams, compared to 8.7% for women who initiated care in the first or
second trimester of pregnancy. In addition, women with late or no prenatal care were
more likely to be low-income or uninsured and were minority.
Births to Teen Mothers" In research conducted by the National Campaign to

Prevent Teen Pregnancy 9, teen mothers were found to be much more likely to become
welfare recipients when compared to women of similar socio-economic status who

delay childbearing until later in life. Furthermore, Besharov and Fowler l reported
that almost 50% of unwed teen mothers become welfare recipients within one year of
the birth of their first child and more than 75% of this same group go on welfare
within five years. Maynard reported that just over 30% of teen mothers receive a high

school diploma and less than 2% graduate from college by the time that they are 30.

The fate of the child of a teenage mother is not much brighter. Babies born to
teen mothers have lower birth weights and associated complications according to

research conducted by Wolfe and Perozek. z

Additionally, children of teenage

mothers are at higher risk of abuse and neglect 3 and suffer in their performance at

school as compared to children of older mothers. 4 Long term issues for children of

teen mothers include a higher chance of being imprisoned for sons and a higher

likelihood of teenage motherhood for daughters.
Lack of Health Insurance:

The lack of health insurance is closely tied to

disparities in many areas, including lack of access to health care. A recent survey
found that over 80% of the uninsured in this country came from working families 6.
The majority of those who are uninsured are also low-income individuals and
families 7.

A study conducted in 2003 by Kaiser Family Foundation found that in the

preceding 12 months, respondents reported that among the uninsured, 47% delayed
seeking care, 35% needed care in the past year but did not get it and 37% did not fill a
prescription due to cost 18. In concert with the Kaiser Family Foundation, another
researcher found that the uninsured were found to receive less preventative care, tend
to be diagnosed in more advanced states in the disease process and are less likely to

receive adequate intervention 9. Dovetailing with that is the staggering statistic that

lack of health insurance contributes to 10-15% excess mortality in this country,

totaling 18,000 deaths annually among adults age 25-642.
Economics also suffer from consequences of high rates of uninsurance. Better

.

health, fostered by adequate access to care, would improve annual income for
individuals by 10-30%

From the provider side, it has been documented that more

than half of the non-urgent cases treated in hospital emergency departments22 and the
uninsured are more likely to receive medical care in hospital emergency departments

than in a private provider setting23.

The cost of providing care to the uninsured is

passed along to the individual providers, the insured as high insurance premiums and
tax payers through increased taxes to finance the divide.

Low Income" The effects of being poor have been well documented in the
social and health sciences fields. The 2005 National Healthcare Disparities Report

published by the Agency for Healthcare Research and Quality demonstrates that low
income populations report worse health and die younger than those with higher
income levels. Ronzio, et al. found a strong correlation between income inequality

and preventable mortality with 37% higher death rates among low income.

24

There is

additional research on the subject of income level and health status that suggests that

the association between the two is stronger than the association between health and

other factors, such as education or occupation.

25

Furthermore, it has been found that

living in a poor community imparts additional mortality beyond individual income
levels26 and contributes to greater behavioral problems in children. 7

Unemployment:

Aside from the direct economic impact, unemployment

affects many aspects of health. Voss, et al. found an excess risk of mortality tied to

unemployment.

28

The main causes of death were suicide, diseases of the circulatory

system and lung cancer.

Overall, these results suggest that unemployment has a

significant impact on both physical and mental health. This link was echoed in the
work by Blakley, et al. 29 which showed the relative risk of suicide for those

experiencing unemployment to be two to three times that of employed individuals.
Minority:

Much research has been conducted to understand the health

implications of being born a racial or ethnic minority in this country and which
interventions mitigate this factor.

The Kaiser Commission on Medicaid and the

Uninsured compiled a comprehensive report that sought to isolate the role of being a

member of a racial or ethnic group other than white, non-Hispanic. In summary, this

10

study reported that racial and ethnic minorities are almost twice as likely to be
30
uninsured than whites and are less likely to access health care services. These issues

are compounded for the segment of this population who are non-citizens or have

limited English proficiency. 31

The Institute of Medicine compiled the results of many health disparities
studies in Unequal Treatment: Confronting Racial and Ethnic Disparities in Health

Care.

3

Among the findings were the following: minorities are less likely to receive

adequate cardiac medications33 or undergo lifesaving procedures such as bypass

surgery34;

and are less likely to receive appropriate cancer diagnostic tests,

treatment37 and pain relief. 38

39

35 36

In addition, the studies showed racial differences in

treatment and outcome for HIV/AIDS, asthma, diabetes, maternal and child health and

mental health.
English as a Second Language: The health and wellbeing of persons who
have limited English proficiency (LEP) are impacted in many ways. Studies have
found that children of LEP parents are uninsured more often than children of parents

who are proficient in English4. Persons with LEP are less likely to have a primary
care provider4, less likely to access preventative services42 and more likely to be

dissatisfied with care when they do receive it43.

b.

Methodology
This project began with an intemet based review of all of the published data

from state and national sources that was available on the town level.

Once the

available data was gathered, an in-depth literature review was conducted to identify

the indicators which had the most serious implications for the future. The emphasis on

11
town level data is a construct of New England. In most other parts of the country,

there is a much larger focus on the county as the prevailing geographical and
administrative organization. In Connecticut, county boundaries are little more than
lines on a map as there is no county level govemment, health districts, courts or any

other governmental agencies.

Data was obtained from the Connecticut Department of Public Health,

Department of Social Services, .Department of Mental Health and Addiction Services,
Department of Labor and the United States Census Bureau. The indicators chosen for
this project were divided into two categories and are as follows:

Health Status Indicators:
Births to Teen Mothers: This is the average of percent of births to

teens aged 15 to 19. The three-year data presented was calculated by

adding the number of births to teens from 1999-2001 and dividing that
number by the total number of births over those three years. Source:

CT Department of Public Health Provisional Registration Reports

Late or No Prenatal Care: This is the average of percent of women
who received no prenatal care or who engaged in care after the first
trimester. The three-year data was calculated byadding the number of

mothers who received late or no prenatal care from 1999-2001 and

dividing that by the number of total births for the same time period.

12

Source"

CT Department of Public Health Provisional Registration

Reports
Socio- Economic Demographics"

Minority: This is the percent of people who reported that they were a
race other than white on the 2000 Census Bureau Survey.

Source"

United States Census Bureau website

English as a Second Language: This is the percent of people aged 5 and
over who reported that they spoke a language other than English at

home on the 2000 Census Bureau Survey.

Source" United States

Census Bureau website

Low Income: This is the percent of people who reported that their
income in 1999 was less than 200% of the Federal Poverty Level (FPL)
on the 2000 Census Bureau Survey. For the year of 1999, the FPL was
$8240 for an individual and $16,700 for a family of four. Those living

below 200% of FPL in 1999 earned less than $16,480 for an individual
and $33,400 for a family of four. Source" United States Census Bureau
website

Lack of Health Insurance: This is the percent of total population that
does have health insurance coverage. This figure was estimated by

using the formula developed by Kaiser Family Foundation. In this

formula, rates of un-insurance are based on ratio of income to poverty
level. Thus, it is estimated that 34% of those living under 100% of FPL
are uninsured, 22% of those living between 100% and 199% of FLP are

13
without insurance, and 7% of those living at 200% or more are without
insurance.

The percentages of uninsured were applied to the total

number of people in each FPL category to arrive at an estimated

percentage of uninsured.

Source" Kaiser Family Foundation and

United States Census Bureau

Unemployment Rate"

This is the average rate of not seasonally

adjusted unemployment for 2003. Source: CT Department of Labor

Once the indicators were identified, an Excel database was developed to
organize and store information that was collected for this work. A weighted mean was
calculated for each town/city and for Connecticut and a standard deviation was

formulated. A Z score was then calculated for each data point and the Z score value

for each town for each indicator was then evaluated according to how many units it
was away from the state weighted mean. Values that fell 0 to 2 Z scores from the
mean were considered unremarkable. Those that fell between two and three Z scores

from the mean were identified as possible outliers and Z scores that were three or
more away from the mean were noted as definite outliers.

III.

Findings
This section will explore the results of the statewide assessment conducted on

a number of indicators. As mentioned earlier, the emphasis will be on the seven towns

that consistently exhibit rates of disparities well out of proportion with the rest of the
state.

Late or No Prenatal Care" From 1999 to 2001, nearly 11% of all the mothers
giving birth in Connecticut either received prenatal care after the first trimester or not

14
at all. Of the 169 towns in Connecticut, 13 had no recorded incidence of late or no

prenatal care during the three-year period analyzed.

These towns are Bethany,

Bethlehem, Bridgewater, Canaan, Colebrook, Eastford, Goshen, Morris, Norfolk,

Roxbury, Scotland, Union and Warren.

Unfortunately, the data is not as positive for eight communities. The rate of
late or no prenatal care is much higher for the seven cities that consistently stand out
as the most disparate" Bridgeport, Hartford, New Britain, New Haven, New London,

Waterbury and Windham.
Late or No Prenatal Care
25

21.3
19.7

21.3

19.6

2o
15

10

The cities of New Britain and New London were identified as potential
outliers with a Z score of 2.3 each. Although the rest of the seven communities had
rates that were much higher than the state average, with the lowest rate among them

being 38% higher than the state average, the differences were not considered to be

statistically significant.

Unexpectedly, the town of Lebanon also displays significant disparity and
emerges as the locale with the highest rate (25.7%) of late or no prenatal care in the
state. This is also the only town or city determined to be statistically significantly

15

higher than the state average with a Z score of 3. The data analyses for the rest of the
indicators for this town were unremarkable.

Teen Births: Connecticut does not track the teen pregnancy rate but does
keep records on the number of teen births that occur in this state every year. For the
three-year period of 1999-2001, the teen birth rate for the state was 7.6. The vast
majority of the teen births, not surprisingly, occurred in the urban areas of
Connecticut. A full 29% of the towns within this state (48 of 169 towns) recorded no

teen births during this period. Litchfield County reported the lowest teen birth rate of

1.8 and 73% of the towns within the county did not have any babies born to teen

mothers.
The urban areas in the state tell a much different story. The seven cities

of focus in this project account for 53% of the babies born to teen mothers during this
three- year period, although they comprise only 19% of the state’s population.
Teen Births
25
20
15

20.8

18,6

17.

13.6

10

I,, II11t
The statistically clear outlier is the city of Hartford, with a Z score of 3.3 and a
teen birth rate that is 63% higher than the state average. The cities of Bridgeport, New

Britain, New Haven and Windham are all possible outliers with Z scores that fall
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between 2 and 3 and rates that span 53% to 59% higher than the state average. New
London and Waterbury have remarkable rates that are 44% and 51% higher than the
state average, respectively, but are not considered to be statistically significant in this

project.
Lack of Insurance: The measurements for this indicator are far and

wide, with percentages ranging from 9% to 15% depending on the source. The
method chosen for this project is based on poverty level.

Using this method, it is

estimated that 11% of the residents of Cennecticut are uninsured or lack insurance. Of

note, the vast majority (151 or 90%) of towns and cities have percentages of uninsured
residents that fall between 8% and the state average of 11%.

The picture for the seven cities of interest in this paper is not nearly as

positive. Fully 26% of the uninsured residents live in these cities.
Lack of Insurance
19/o

20%
18%
16%
14%
12%
0%
8%
6%
4%
2%
0%

17 /o

15 /o

15ofi

11/o

Two of the seven cities (Hartford and New Haven) have percentages of uninsurance
that are statistically

significant and four others (Bridgeport, New London, Waterbury

and Windham) have percentages that make them possible outliers. Only New Britain
in this group has a percentage of uninsurance that is not definitely or possibly
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statistically significant. All of the percentages are much higher than the state average
of 11%, ranging from 21% to 42% higher than the Connecticut rate.

It is also

interesting to note that the high percentage of uninsured residents mirrors the high
percentages of residents who have Medicaid coverage.

Low Income: For the purposes of this project, a low income person was
defined as living below 200% of the Federal Poverty Level. Income data comes from

the US Census Bureau and is based on 1999 figures. The low income threshold for
1999 is $16,398; therefore, anyone who is earning this amount or less is considered to

be low income. It is estimated that 19% of Connecticut residents live below 200% of
the Federal Poverty Level and 40% of these residents live in the same seven cities that

appear repeatedly in this paper.
Low Income
550/0
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As noted above, more than half of the people who call Hartford home are low
income. In New Britain, the city that measures up as the best of the worst, more than

one in three people live under 200% of the Federal Poverty Level. The cities of

Hartford and New Haven are greater than 3 Z scores away from the weighted mean
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and are therefore clearly statistically significant. The rest of the cities above are
identified as possible outliers with Z scores ranging from 2.1 to 2.5.

Unemployment Rate: The rate of unemployment can vary from month to
month and season to season. To minimize the factors that influence the rate of

unemployment, this analysis will rest upon the average rate of unemployment for
2003. For this year, the rate of non-seasonally adjusted unemployment rate was 5.5.

In other words, 94.5% of those residents who were capable of working had a job. This
rate does not speak to the stability of the work or whether the work is paying a living

wage to the employee.
Unemployment
11.5

1

I i/i/

/ f

Statewide, 127 of the 169 towns had unemployment rates equal to or below the
state average. The discrepancy falls again to the urban areas, specifically the seven

depicted in the above graph, which accotmt for 26% of the unemployed residents in
the state.

In terms of statistical significance, Hartford is the only city that is remarkable
with a Z score of 3.8; Bridgeport, New Britain and Waterbury are possible outliers

19
with Z scores ranging from 2.0 to 2.8 and New Haven and Windham are not

noteworthy with Z scores below 2.
Minority: This indicator is the measure of those residents who indicated that

they were a race other than "white" on the 2000 Census Bureau Survey Form. The
limitation with this measure is that it does not capture those residents who consider

themselves racially "white" but ethnically Hispanic or Latino.
Connecticut appears to be a largely racially homogeneous state.

This is

evidenced by the fact that only 18.4% of state residents identify themselves as nonwhite. Moreover, 69% of the towns in Connecticut have fewer than 7% non-white

residents. In line with the other indicators presented in this work, the seven cities of

Bridgeport, Hartford, New Haven, New Britain, New London, Waterbury and
Windham represent a disproportionate share when compared to their population.
Minority
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Half of the non-white residents in this state live in one of above cities, yet
these cities only contribute 19% to the state population. More than two of every three
residents in Hartford identify themselves as non-white and more than half of the

population in Bridgeport and New Haven fall into this same category.
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Bridgeport, New Haven and Hartford stand out among the seven cities as being
statistically significantly higher than the state average, with Z scores of 3.3, 3.5 and
4.9 respectively. The other four cities are not noted as significant.

English as a Second Language: This is the measure of people aged 5 and

older who reported using a language other than English at home. This measure does
not capture those residents who are fluent in their native tongue as well as English and

are therefore not as impacted by language barriers.

The trend for this measure is very comparable to the previous indicators

presented. The statewide percentage of people in Connecticut who speak a language
other than English at home is 18.3%. The vast majority of towns (151 towns of 169 or

89%) are at or below the state average. More than one-third (38%) of the people in
Connecticut who are classified as English as a Second Language live in the seven

cities of interest in this project.
English as a Second Language
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The first three cities presented above are clear outliers with Z scores of 3.4, 3.8

and 3.4 respectively. The last four are unremarkable and have Z scores that fall below
1 or2.
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IV.

Discussion

There are many ways to evaluate the health and well-being of a community.
The indicators used for this project were available from a credible source and were
available on a town or city level. When taken together, these measures offer a glimpse
imo quality of life based on economic and health-related outcomes.

Maternal health and demographics have been closely tied to access to
health care, health of mothers pre-conception and access to ancillary care services
such as state sponsored health care, health education, and Women, Infants and
Children (WIC) nutritional programs. Late or no prenatal care is one piece of the birth
outcome measures that, when taken together with other measures, can offer a glimpse

into the maternal and child health of a community. Although the rates are much

higher than the state average, the seven cities in this study do not display definite

statistically significant rates for late or no prenatal care. Even without statistical
significance, the impact on the communities is great. The average rate among these
seven cities is approximately 20.0, indicating that one of every five pregnant women

does not receive adequate prenatal care, which can have dire ramifications for the
infant. Babies born to mothers with inadequate prenatal care are at greater risk of

being born low birthweight. One of the factors contributing to lack of care appears to
be uninsurance and the data supports this--all seven cities have higher than average
rates of uninsured residents.

The factors contributing to the high rate of mothers who have inadequate care
in Lebanon are unclear. This data is averaged over three years, which would reduce

the impact of an anomaly in one year. Further research is necessary to untangle the
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affect of the rural environment, proximity to healthcare providers and the lack of

public transportation, among others.
The twelve towns with no mothers experiencing inadequate prenatal care have
birth rates that were generally lower than the state average which could explain some

of this disparity. In addition, all but one of the towns that fell imo this category are
considered to be rural by the Census Bureau definition of less than 1,000 population

per square mile. The one town that was not completely rural was classified as having
two-thirds of the residents living in a rural area within town limits. It is unclear what

affect the rural setting has on this indicator as the locale with the highest rate is also
rural.

The poor outcomes associated with late or no prenatal care include low birth
weight babies and pre-term birth. Neither one of these indicators was found to be an
issue with any of these cities. Further study is needed to explain why low birth weight

babies and pre-term deliveries do not appear to pose a problem for these cities.

Lack of health insurance is likely a contributing factor to the high percentage
of women who seek prenatal care after their first trimester or not at all. One strategy
that would possibly affect this rate is to increase insurance coverage for women of

childbearing age and step up outreach efforts of the prenatal care providers,

particularly the ones that accept Medicaid and offer sliding fee scales, such as

Federally Qualified Health Centers.

Teen Birth Rates are fairly scattered across the state with concentrations
around the large, poor urban centers of Bridgeport, Hartford, New Britain, New

Haven, New London, Waterbury and Windham (Willimantic). The phenomenon of
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teens having babies plays a large part in the perpetuation of many of the disparities

explored as part of this project. Teen mothers are less likely to graduate from high
school, which means that they are less likely to obtain a job that pays a living wage or
offers benefits, which in turn means that they are relegated to the category of lowincome and uninsured. Both socio-demographic characteristics lead to poor health
outcomes and lower quality of life. In addition, the babies born to teen mothers start
out with a disadvantage for the reasons mentioned above but they are also more likely

to have children when they themselves are teens, thereby repeating the same painful

cycle. Prevention efforts must be focused on teen pregnancy and must begin long
before the children are of childbearing age. Again, any intervention must come from
members of the community who understand the dynamics of the residents and
environment.

In communities with high percentages of estimated uninsured residents, there
is also a high percentage of those who are publicly insured. It is also noteworthy that

the large concentrations of uninsured and HUSKY A and B recipients are largely

found in and around towns and cities that house at least one Federally Qualified
Health Center (FQHC) or Federally Qualified Health Center Look-Alike (FQHCLA),
such as the seven cities of emphasis for this project.

These health centers are

mandated to provide health care services to all who seek them, regardless of ability to

pay. One of the expectations of FQHCs and FQHCLAs is that they will reach out to
the uninsured in their communities with the intent of linking those who are eligible for

state-sponsored health insurance or provide a sliding fee scale for those who do not
qualify for Medicaid. The lack of health insurance severely limits access to health
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care services in many circumstances. Even if primary care can be accessed through a

FQHC, specialty care is frequently out of reach for the uninsured patient. In addition,
medication may be difficult to obtain.

Low income individuals experience many barriers accessing the health system,
especially preventative health care services. The towns and cities that exhibit high
percentages of individuals reporting low income and per capita dollars are tightly
linked in Connecticut. Again, they are clustered around the large cities in this state.
This trend echoes the trends of all the other indicators in this project. Low income is
linked with every indicator studied and is likely one of the most difficult to address as
so much contributes to being in this category. There has been much research about the

culture of poverty and how it perpetuates. This is out of the scope of this project but

should be studied as one way to help guide interventions designed to raise the income
levels of those living in poverty. The disparity of income in the state of Connecticut is

marked and contributes to less emphasis put on the poor in our state by many of the
federal agencies providing funding. For instance, the second phase of the Presidential
Initiative to increase the number of primary care access points nationwide that are
available to low income, uninsured or publicly insured individuals is focused on the

forty poorest counties in the country. No county in Connecticut even comes close but
there are pockets of poverty in this state that rival the forty poorest counties. It is

largely assumed on a federal and even state level that the aggregate wealth of
Connecticut is a fairly accurate representation of the financial status for most

residents. The juxtaposition of extreme wealth and abject poverty has not been
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explored in depth to help inform decision makers that although we have some of the
wealthiest residems in the country, we also have some of the poorest.

As is the standard, there are high rates of unemployment in the large urban
centers. Lack of work folds into being low income, uninsured, and has found to be a

factor of depression and suicide. It is not clear which comes first, the unemployment
or the depression, but either way, the introduction of mental health services tied to

employment programs would help to address some of these issues. In addition,
providing education to primary care providers about this connection may increase the
numbers of unemployed patients who are screened for mental health issues.
There has been a tremendous amount of research linking health disparities to
race and ethnicity. The disparities have been found to be rooted in many factors,

including genetics and unequal access to culturally sensitive health care services.
Cultural competency has been a buzz word for the last decade but there is no

meaningful measure of how competent organizations are and how that sensitivity has
been integrated into every aspect of care in a meaningful and sustainable way. In
addition, organizations may serve many differem cultures and being able to provide
services that are sensitive and specific to each of them is very difficult.

More

emphasis needs to be placed on providing culturally competent services across
multiple levels

health and human service organizations, community outreach,

business, education and public safety. Better understanding will hopefully foster a
tree sensitivity and appreciation of the differences.

The issues facing minority populations have been found to be exaggerated for
those who are not native English speakers.

The socio-economic indicators of non-
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white residems and those who report speaking a language other than English at home
are expectedly linked with those who report their ethnicity as Hispanic or Latino of

any race. Many community based organizations, such as Federally Qualified Health

Centers, have placed an emphasis on expanding their capacity to provide services in
the language of the patient or client through hiring interpreters or accessing services
such as AT&T Language Line. This is good for services on the community level but
is infrequently copied in other settings, such as hospitals and health departments as

well as some critical businesses such as grocery stores and pharmacies. Access to

interpretive services must be increased and supported on the state level, perhaps

through an agency such as 211. Critical providers and suppliers should be offered
both incentives and regulations to increase the ability of ESL residents to access
services in their native tongue.

V.

Conclusion

The next steps in the process of understanding the health and well being of
individual towns and cities in Connecticut are many. It would be very helpful to
include disease specific data on chronic conditions such as Diabetes, Hypertension and

Cardiovascular Disease. In addition, data related to substance abuse, mental health
issues such as depression and oral health status would help to develop a more

comprehensive system to gage the health of a community. The story of Connecticut is
not able to be told in such a way to shed light on some of the incredible inequities and

disparities that exist. As this data is not currently available on the town level, this
would be a logical first step. A systematic process for collecting health data across the
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state would greatly benefit the public health system in Connecticut and perhaps lead to
a healthier state.

This project simply provides a glimpse at the health of our state. It would be

important to further explore some of the trends identified in this paper. There are

likely many correlations that would be easily determined utilizing the capabilities of a
statistical analysis software package such as SPSS. This would help better understand

the linkages of indicators.

To complete this picture, it is necessary to understand the level of health care
services available in the areas of disparity. It is unclear if some of the trends are

related to lack of access due to financial barriers, issues related to provision of

culturally and/or linguistically appropriate care or a dearth of available providers
and/or services.

This process should involve many key stakeholders from the local health

departments, community health centers, hospitals, private providers and especially
patients. Once a more comprehensive understanding of the health and well being of
Connecticut is gained, this information should be shared with all who wish to access

it. Information is power and working together, some of the inequities in Connecticut

may diminish.

A study of the resources and methods currently aimed at eliminating the
disparities idemified must be included in these steps. It is important to clearly identify
the most effective intervention for the most at risk population for maximum effect. It
seems logical that interventions must target those who are currently at risk and those

who will likely fall into the at-risk category at some point in the future.

The
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interventions must get buy-in and participation from community leaders and respected

community based organizations.

Lastly, it is vital to recognize the importance of town level data analysis.
Statewide data figures and reports gloss over some very real disparities and present a

false perspective of the health and well being of the residents of Connecticut. Until
we as a state are willing to bare some of the ugly truths in our communities, we will

exist behind a fat;ade that is only perpetuating many of the disparities and inequities

that characterize too many of Connecticut’s residents.
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